Neurofibroma may present as a solitary lesion or as multiple lesions. Although there is no site of predilection for solitary lesions, occurrence on the hand is rare. Plexiform neurofibroma can develop in isolation or more commonly as a part of neurofibromatosis type 1. In those that apper in isolation, trauma has been suggested as a precipitating factor. A 68-year-old male farmer had experienced repetitive prior episodes of trauma in the involved finger. He presented with a painless mass on the dorsal aspect of the fifth finger. Physical examination showed a protruding mass measuring approximately 15×20 mm which was not tenderness to palpation and any skin changes or pigmentation. Ultrasonography showed a cystic mass on the dorsal aspect of the middle phalanx.
Microsurgical dissection was applied in order to seperated the lesion from the ulnar side of the dorsal branch of the digital nerve. Pathologic examination of the specimens revealed neurofibroma. At three-month follow-up, motor and sensory function were intact, and range of motion was fully recovered. Traumatic solitary neurofibroma is a rare tumor of the hand, especially in the finger. Hand surgeons should be aware of the diagnostic possibilities of this tumor based on examination, history taking and imaging studies.
www.e-arms.org a painless, slowly growing, swelling mass on the his left small finger. There was repetitive history of prior trauma, but his medical history was unremarkable. On physical examination, he had a single soft, non-tender swelling mass, about 15×20 mm in size, on the dorsal skin of the finger (Fig. 1) . The mass was freely mobile and the overlying skin was normal. There were no café au lait spots, axillary and inguinal freckles.
Complete neurologic and ophthalmologic examinations did not reveal any abnormality. However, brain and spinal scans were not performed. There was no family history of NF-1, NF-2, or schwannomatosis. Ultrasonography showed a welldefined swelling mass, free from the tendon sheaths and the middle phalangeal bone, with a fine echogenic pattern suggesting gelatinous materials. Needle-aspiration cytology and punch biopsy were not attempted (Fig. 2) .
Surgical excision was carried out through a direct longitudinal incision. Microsurgical dissection was applied to separate this lesion from the tendon sheath. When dissection was directed deep to the mass, the lesion peeled away from the tendon sheath along with the dorsal branch of the digital nerve (Fig. 3) . Histology of the mass contents revealed slender spindle shaped cells with thin wavy nuclei arranged in a storiform pattern (Fig. 4) . The background matrix was pale stained and had focal myxoid stroma. There was no significant nuclear pleomorphism, and no mitoses were found.
DISCUSSION
Neurofibromas are benign nonencapsulated tumors originating from Schwann cells. However, unlike schwannomas, they have a wider, more disordered spectrum of cellular pathology involving portions of the peripheral nerve fiber. Neurofibromas tend to involve the central portion of the nerve and may be difficult to dissect freely without damaging nerve fibers. Because neurofibromas occur within the nerve and are not extrinsic to it, as schwannomas are, they cannot be enucleated from the nerve fibers (unlike schwannomas). 4 Neurofibromas occur in 2 basic disease patterns: sporadic and in association with neurofibromatosis. Clinical signs include café au lait spots, axillary/inguinal freckling, optic glioma, Lisch nodules (iris harmatomas), osseous lesions, and neurofibromas. 4 Neurofibromas often occur in a plexiform growth pattern, which is pathognomic of neurofibromatosis. Plexiform growth is multicentric and involves the same nerve over an extended area, resulting in Imaging studies included magnetic resonance imaging that revealed numerous nodules in the upper extremity that were circumscribed and had a low signal on T1 and high signal on T2. They had an enhancement pattern that was inconsistent with that of ganglions and were intimately related to different peripheral nerves. A differential diagnosis of neurofibroma should be considered for all slow-growing, soft or rubbery swellings on the skin, wherever the site. 5 The differential diagnosis of painful subcutaneous masses includes angiolipomas, leiomyomas, schwannomas, eccrine spiradenomas, and glomus tumors. Angiolipomas and leiomyomas are the most common among these. 3 Diagnosis requires an excisional biopsy. In contrast to plexiform neurofibroma, plexiform Schwannoma occurs sporadically, is not associated with NF-1, and has no propensity for malignant potential. 6 Schwannoma shows mostly high cellularity and biphasic patterns (Antoni A, B) while axons are often absent, whereas in neurofibroma, cellularity is low to moderate, the growth pattern is uniphasic and axons are frequently detectable.
The distinction of neurofibroma from low-grade malignant peripheral sheath tumor usually dose not because problems considering cellularity, nuclear morphology, and mitotic activity. Traumatic neuroma is composed of small complex microfascicles of axons, whereas axons in neurofibroma are generally dispersed. 
